
 
 

BRAIN INJURY COALITION OF GREATER CLEVELAND 
Case Review 

 
Name: (Initials):_________    Date:__________    DOB:________  Age:  _________ 
Diagnosis/ Date of Injury:________________________________________________________________ 
Referring Agency/Person:_____________________________________ 
City: ___________________________ State: _______    Phone: _____________ Fax: _____________ 

 

Brief Description of Concerns/Needs: 

 

 

 

 

 
1. In the space before each area of service, prioritize the importance of the following services from 1-10, 

with #1 being the area of greatest concern currently, and #10 the area of least concern currently.   
2. In the spaces below, give a brief description of the services currently being provided to the client and 

the name of the vendor or agency providing that service.   
 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

_____Case Management: 

_____Education:   

_____Financial:  

_____Health/Medical: 

_____Leisure/Recreation 



CASE REVIEW (cont) 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Other (Please mark “X”) 

 

 

_____ 1.  Basic Needs 

                -Food 

                -Clothing 

                -Shelter 

 

_____2.  Child Care 

 

_____3.  Equipment 

 

 

_____4.  Nutrition 

 

_____5.  Protection/Legal 

 

_____6.  Budgeting 

 

_____7.  Social Support/Self-Help 

 

Other:   

 

 

What action has been taken to resolve the current problem/issue?  

 

 

 
  
 
 
 
It is requested that case review documentation be submitted by the 10

tth
 of the  month to: 

 

  

_____Mental Health/Counseling: 

_____Residential: 

_____Transportation: 

_____Substance Use: 

_____Vocational: 

Marcie Moss Helfgott, Theodore J. DeCarlo
Co-Chairpersons, BIC 

Tel: (216) 448-6283 F: (216) 791-1012
E-mail:  helfgom@ccf.org or DECARLT@ccf.org

 

 

 


